                     CONSENT TO RELEASE INFORMATION TO YOUR WORKMANS’   

                                                    COMPENSATION CARRIER    

 I, _____________________________________, HEREBY AUTHORIZE THE SPORTS CLINIC 

                            (NAME OF PATIENT)      

ORTHOPEDIC MEDICAL ASSOCIATES, INC. TO DISCLOSE ALL NECESSARY INFORMATION FROM MY HEALTH/HOSPITAL RECORES WHICH WERE OBTAINED DURING MY TREATMENT AT THIS FACILITY, DIRECTLY TO MY WORKMAN COMPENSATION CARRIER, IN ORDER TO RECEIVE REIMBURSEMENT FOR SERVICES RENDERED. 

THIS CONSENT WILL BECOME EFFECTIVE IMMEDIATELY, AND REMAIN IN EFFECT UNTIL WRITTEN CANCELLATION IS RECEIVED.

DATE: ______________  SIGNATURE OF PATIENT: ________________________________________

